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Severe Acute Pneumonitis Among Deployed U.S. Military Personnel — 
Southwest Asia, March-August 2003 


During March—August 2003, a total of 19 U.S. military 
personnel deployed in the Central Command (CENTCOM) 
area of responsibility had bilateral pneumonitis requiring in 
tubation and mechanical ventilation (Figure); two patients 
died. This report summarizes the results of the U.S. Army's 
investigation of these cases and describes the ongoing investi 
gation to determine the cause(s). Cases of rapidly progressive 
respiratory failure among former or current CENTCOM per 
sonnel should be reported to state health departments and to 
the Department of Defense (DoD). 

Of the 19 patients (median age: 25 years; range: 19-47 
years), 18 were men; 12 were full-time active duty personnel, 
and seven were in the Reserve Component or National Guard 
(based in Arkansas, Illinois, Indiana, Kansas, Missouri, New 
Mexico, and North Dakota). Seventeen were in the Army, 
one was in the Navy, and one was in the Marine Corps; 11 were 


junior enlisted personnel, seven were noncommissioned 


FIGURE. Number* of cases of severe acute pneumonitis 
among U.S. military personnel, by month of illness onset — 
Central Command area of operations, March—August 2003 


Number 


officers, and one was an officer. Military specialties included 
combat arms (eight), engineering (three), transportation (two), 
signal corps (two), medical services (two), supply (one), and 
military police (one). Illness onset occurred a median of 81 
days (range: 1-189 days) after arrival in the area of respons! 
bility. Ten patients had evidence of elevated eosinophils in at 
least one of the following: peripheral blood (eight), 
bronchoalveolar lavage fluid (three), pulmonary tissue (one) 
or pleural fluid (one). Among the eight patients with periph 
eral eosinophilia, the maximum absolute number of eosino 
phils was 2,000—6,600 y/L of blood (normal: <600 y/L). The 
peripheral eosinophilia was detected a median of 6 days (range: 
t—11 days) after illness onset. 

An interim case definition has been established. A confirmed 
case of severe acute pneumonitis with elevated eosinophils is 
defined as an illness occurring in a current or former member 
of the U.S. armed forces or a U.S. government employee 
deployed to the CENTCOM area of responsibility who had 
1) bilateral pneumonitis (i.¢., radiographically confirmed pul- 
monary infiltrates) that required mechanical ventilation and 
that did not result from a complication of another medical 


condition and 2) elevated pulmonary eosinophils (identified 





INSIDE 

859 Injuries Associated with Landmines and Unexploded 
Ordnance — Afghanistan, 1997-2002 

862 Increasing Infant Mortality Among Very Low Birthweight 
Infants — Delaware, 1994-2000 

866 Rapid Point-of-Care Testing for HIV-1 During Labor and 
Delivery — Chicago, Illinois, 2002 

868 Global Progress Toward Universal Childhood Hepatitis 
B Vaccination, 2003 


870 West Nile Virus Activity — United States, September 4-10, 
2003 














DEPARTMENT OF HEALTH AND HUMAN SERVICES 
CENTERS FOR DISEASE CONTROL AND PREVENTION 





MMWR September 12, 2003 





The MMWR series of publications is published by the 
Epidemiology Program Office, Centers for Disease Control 
and Prevention (CDC), U.S. Department of Health and 
Human Services, Atlanta, GA 30333. 





SUGGESTED CITATION 


Centers for Disease Control and Prevention. [Article 


litle]. MMWR 2003;52:[inclusive page numbers). 











Centers for Disease Control and Prevention 
Julie L. Gerberding, M.D., M.P.H. 
Director 
David W. Fleming, M.D. 

Deputy Director for Public Health Science 


Dixie E. Snider, Jr., M.D., M.PH. 


Associate Director for Science 


Epidemiology Program Office 
Stephen B. Thacker, M.D., M.Sc. 


Director 


Office of Scientific and Health Communications 
lohn W. Ward, M.D. 
Director 
Editor, MMWR Series 


Suzanne M. Hewitt, M.P.A. 
Managing Editor, MMWR Series 


} 


David C. Johnson 
(Acting) Lead Technical Writer/Editor 


Jude ¢ . Rutledge 
[Teresa F. Rutledge 
Jettrey D. Sokolow, M.A. 
Writers/Editoi 


Lynda G. Cupell 
Malbea A. Heilman 


Visual Information Specialists 


Kim L. Bright, M.B.A 
Quang M. Doan, M.B.A. 
Erica R. Shaver 


J y j 
Information lechnolog) Sper 1alists 


Division of Public Health Surveillance 
and Informatics 


Notifiable Disease Morbidity and 122 Cities Mortality Data 
Robert F. Fagan 
Deborah A. Adams 
Felicia J]. Connor 
Lateka Dammond 
Patsy A. Hall 
Pearl C. Sharp 


histologically, in bronchoalveolar lavage fluid [>5%] or in pleu 


ral fluid [>5%]). A probable case is defined as an illness in a 
person deployed to the CENTCOM area of responsibility who 
had bilateral pneumonitis requiring mechanical ventilation 
and the presence of peripheral eosinophilia (>600 y/L blood 
absolute count). A suspect case is defined as an illness in a 
person deployed to the CENTCOM area of responsibility who 
had bilateral pneumonitis requiring mechanical ventilation only. 

\s of September 8, four cases were confirmed, six were prob- 
able, and nine were suspect. Four patients had laboratory evi- 
dence of infection with a microbial agent. Streptococcus 
pneumoniae was isolated from sputum culture in one prob- 
able case. Three patients with suspect cases showed evidence 
of infection (S. pneumoniae based on urine antigen, Coxiella 
burnettii based on serology, and Acinetobacter baumannii from 
bronchoscopic culture). 

All patients were treated with broad-spectrum antibiotics, 
and six received corticosteroids, including two patients whose 
cases were confirmed and three whose cases were probable. 
Che course of illness varied (median duration of intubation: 


7. gre 
6 days; range: 2—35 days). For some patients, infiltrates and 


respiratory failure resolved rapidly (i.e., 2-3 days) with or with 
out steroids, and other patients required longer periods of 
mechanical ventilation. All 17 surviving patients either have 
been placed on convalescent leave or have returned to duty. 

When they became ill, 13 patients were in Iraq, and six 
were in other countries (Kuwait [three], Djibouti [one], Qatar 
one], and Uzbekistan [one]). Other than two patients from 
the same unit with suspect cases and with onset of illness 
+ months apart, no apparent geographic or unit-level cluster 
ing has been identified. Of the 19 patients, 15 (79% smoked 
cigarettes or cigars, including the 10 patients whose cases were 
either confirmed or probable. Nine of these 10 patients had 
begun smoking tobacco after deployment, compared with 
none of the nine patients whose cases Were suspect. lwo recent 
onset smokers reported smoking non-U.S.-brand cigarettes. 
All troops in the CENTCOM area of responsibility have been 
exposed to heat, dust, and various amounts of environmental 
pollution (e.g., smoke). 

The U.S. Army is conducting a clinical and epidemiologic 
investigation to identify the cause(s) of this disease, including 
intensive testing of clinical material (i.e., blood, urine, 
bronchoalveolar lavage fluid, and acute and convalescent sera) 
to identify potential microbial pathogens and toxins. In addi 
tion, military personnel are interviewing patients systemati 
cally to identify any common exposures or practices. 
Environmental testing to identify potential toxins will be 
guided by clinical diagnostic and patient surveys. Initial data 
analysis suggests that medications, vaccines, and biologic 


weapons are not associated with the disease. 
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Reported by: Operation lraqi Freedom Severe Acute Pneumonitis 
Epide miolog) Group, U.S. Army Me dical Command. National Cente? 
foo Infe ctious Diseases; 
CLC 


National Cente for Environmental Health, 


Editorial Note: The majority of cases of acute lower respira- 
tory illness (LRI) among U.S. military personnel in South 
west Asia have been comparable clinically and have occurred 
at a rate similar to those in other military populations and 
settings (/). In contrast, the rapidly progressive LRI cases 
described in this report were life-threatening and required 
intensive medical care, including mechanical ventilation with 
high-end expiratory pressures. 

Although investigations are ongoing, preliminary findings 
suggest a subset of these cases are compatible with the diagno- 
sis of acute eosinophilic pneumonia (AEP). AEP is an acute 
febrile illness without an identifiable infectious cause that is 
characterized by the rapid onset and progression of respira- 
tory failure, diffuse bilateral infiltrates on chest radiographs, 
and elevated eosinophils in lung biopsy specimens or 
bronchoalveolar lavage fluid (2). Cigarette smoking (particu- 
larly of recent onset) is a risk factor for AEP (3—7), and some 
affected persons have experienced acute respiratory distress 
when exposed to cigarette smoke in a laboratory setting (5,6). 
rhe finding that nine of the 10 persons whose cases were 
severe and who had documented elevated eosinophils started 
smoking cigarettes after their deployment suggests the possi- 
bility of a toxin or allergen exposure; however, no single brand 
of cigarette or location of production has been implicated in 
this association. DoD has advised CENTCOM personnel that 
cigarette smoking, particularly the initiation of smoking, might 
be associated with the development of severe acute pneumonitis 
with elevated eosinophils. 

In 1997, two U.S. soldiers had rapidly progressive acute 
respiratory distress syndrome and elevated eosinophils shortly 
after returning from field training in the Mojave Desert in 
California (8). The occurrence of these cases in troops who 
were not deployed overseas suggests that exposures unique to 
Iraq (e.g., abandoned buildings, unexploded ordnance, and 
war-damaged vehicles or equipment) or to any of the coun- 
tries in which the cases occurred (e.g., indigenous food, water, 
and materials) might not be necessary or sufficient for the 
development of this disease. 

No U.S.-based military personnel are known to have had 
severe acute pneumonitis with increased eosinophils during 
this period. However, the return of troops from Southwest 
Asia raises the possibility that U.S. health-care providers might 
be the first to observe members of this population who expe 
rience otherwise unexplained, acute respiratory failure. Clini 


cians should elicit the travel histories of patients with rapidly 


progressive respiratory failure of unknown etiology and re- 
port Cases occurring among persons, particularly military per- 
sonnel, who have returned recently from the CENTCOM 
area of responsibility to their state health department and to 
the U.S. Army Center for Health Promotion and Preventive 
Medicine, telephone +10-436-4655. 
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Injuries Associated with Landmines 
and Unexploded Ordnance — 
Afghanistan, 1997-2002 


Landmines and unexploded ordnance (UXO) pose a 
substantial public health risk (/,2). Approximately 60-70 
million landmines are scattered in approximately 70 coun 
tries (3), and an estimated 24,000 persons, mostly civilians, 
are killed or injured annually by landmines and UXO (4). In 
\fghanistan, approximately 5—7 million landmines are scat- 
tered throughout the country (4). During 2000-2001, 
Afghanistan had the highest number of reported landmine 
and UXO casualties in the world (5). This report presents 
analyses of surveillance data on landmine- and UXO-related 
injuries in Afghanistan during January 1997 September 2002, 
which indicate that the proportion of victims injured by UXO 
increased during this time, compared with the proportion 
injured by landmines. The majority (61%) of adult victims 
were injured by landmines, and the majority (66%) of chil 
dren and adolescents were injured by UXO. Mine-risk educa- 
tion programs should focus on UXO hazards for children and 
on landmine hazards for adults and should address age- 


specific risk behaviors. 
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Data on landmine- and UXO-related injuries were obtained 
from the United Nations Mine Action Center for Afghani 
stan (UN MACA), which conducts surveillance for these 
injuries in Afghanistan Che data include geographic location 
of incident, victim demographics, type of injury, type of 
xplosive involved, activity at the time of injury, and other 
information about the circumstances of the incident. \pproxi- 
mately 70% of records in the database came from the clinic 

surveillance system operated by the International 
Committee of the Red Cross (ICRC), which uses both active 
ind passive data-collection methods. ICRC clinic-based sur 
veillance began in 1998 and has expanded during the obset 
vation period to include approximately 390 health clinics and 
hospitals in Afghanistan (6). The remaining data on landmine 
ind UXO-related injuries were collected from mine-clearance 
teams and community mine-risk education programs opet 
ated by the nongovernment organizations working in mine 
mine-risk education, and victim assistance under 
the auspices of UN MACA. Rates were not calculated 


clearance, 


because no reliable data were available on large population 
changes during 1997-2002 and the sensitivity of the system 
is unknown. Duplicate entries were excluded, and statistical 
analyses were performed by using ]MP (version 5.0) software 
trom SAS Institute. Statistical significance of associations was 
{¢ sted by uSINY « hi square tests. 

During January 1997—September 2002, a total of 6,114 
injuries from landmines and UXO were reported to UN 
MACA in Afghanistan. The number of reported victims of 
landmines and UXO w is highest in 1999 and decreased gradu 
lly; sex and age distributions of victims remained relatively) 
stable (Table 1). Injuries in males were approximately 10 times 
higher than in females. In each year during 1997-2002, 
ipproximately half of all injuries occurred in persons aged 

18 years. The greatest number (1,830 [29%]) of injuries 
occurred in children aged 10-14 years, followed by persons 


aged 15—19 years (891 |14 ind children aged 5—9 years 


(834 [13%]). During this period, the proportion of UXO- 
related injuries increased, and that of landmine-related 
114.8; 
p<0.001). The proportion of children injured by UXO was 


injuries decreased (chi square for linear trend 


2.3 times as high as that of adults (chi square = 729.7; p<0.001) 
(Table 2). The proportion of adult victims sustaining ampu- 
tation was 1.3 times higher than that of child victims (chi 


square 67.7; p<0.001). The case-fatality rate was the same 


(approximately 0) in both age groups. Children were 

injured most often while playing or tending animals; adults 

were injured most often while traveling or engaging in 

military activities (Table 2). 

Reported by: |\/ Wennerstrom ai 

for Afghanistan, Kabul; S Baaser, 1 lama. MD, Unit Vations 
rennan, MD, BA Woodruff 

ronmental Health: O Bilukha, MD 


Childrens Fund, Kabui lfeha lista) 
MD, National Center for En 
EIS Officer, CD( 

Editorial Note: The data presented in this report demon- 
strate that injuries from landmines and UXO remain a public 
health concern in Afghanistan. The majority of landmines were 
laid during the Soviet occupation in the 1980s (3); however, 
many areas have been newly contaminated with UXO during 
recent episodes of fighting between Taliban and allied forces (5). 
Mines often are laid around objects of economic importance 


(e.g., industrial buildings, roads, water sources, and fertile 


land), resulting in injuries among persons who are traveling 


or performing activities of economic necessity (e.g., farming, 
collecting wood or water, and tending animals). UXO often 
lie on the surface of the ground and thus are more visible and 
easier to avoid. However, because of their visibility, UXO pose 
a particular threat to children and adolescents who like to 
play or tamper with strange objects 

lhe findings in this report are subject to at least four limi- 
tations. First, because surveillance for landmine- and UXO- 
related injuries is predominantly clinic-based, it probably 


undercounts victims who die before reaching the clinic, whose 


TABLE 1. Number and percentage of persons with injuries associated with landmines and unexploded ordnance (UXO), by year and 


selected characteristics — Afghanistan, 1997-2002 





1997 1998 1999 





2000 2001 2002* Total 





Characteristic No. (%) No. (%) No. (%) 





No. (%) No. (%) No. (%) No. (%) 





Male 45! 88 232 (92 57 (93) 
Aged <18 yrs 267 (52 307 (61 794 (51) 
Explosive type 

Landmine! 296 (57 750 (56 749 (48) 
UXO 8S 3 513 (39) 6. (40) 
Unknowr 31 (€ 


Total 516 (100) 


(5) 181 (12) 


1,334 (100) 1,561 (100) 


849 (91) 534 (90) 5,601 (92) 
(53) 504 (54) 311 (53) 3,314 (54) 


499 (42) 399 (43) 212 (36) 2,905 (48) 
622 (53) 481 (52) 337 (57) 2,773 (45) 
61 (5) 49 (5) 43 (7) 436 (7) 
1,182 (100) 929 (100) 592 (100) 6,114 (100) 





, January—September 2002 


Antipersonne! and antitank 
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TABLE 2. Number and percentage of persons with injuries associated with landmines and unexploded ordnance (UXO), by age 


group and selected characteristics — Afghanistan, 1997-2002 





Aged <18 yrs 
Characteristic No. (%) 





Aged >18 yrs Total 
No. (%) No. (%) 











Explosive type 
Landmine” 1,049 (32) 
UXO 2,027 (61) 
Unknown 238 (7) 
Injury type 
Fatal 244 (7) 
Amputation (34) 
Severe! (including blindness) 934 (28) 
Minor 948 (29) 
Unknown 76 (2) 
Activity type 
Playing : (24) 
Tampering with explosive (8) 
Tending animals (32) 
Collecting wood/water (13) 
Farming (4) 
Traveling on foot (11) 
Traveling by vehicle (2) 
Engaging in military activity (1) 
Other/Unknown (4) 
Total (54) 


1,856 (66) (48) 
746 (27) (45) 
198 (7) (7) 


196 (7) (7) 
227 (44) (38) 
690 (25) (27) 
596 (21) (25) 

91 (3) (3) 


(3) (14) 
(5) (7) 
(11) (23) 
(12) (13) 
(8) (6) 
(19) (15) 
(6) (4) 
(28) (13) 
(7) (5) 
(46) (100) 





* Antipersonnel and antitank 
Excluding amputations 


injuries are too minor to seek medical care, or who do not 
have access to medical facilities. The overall sensitivity of the 
system is unknown but is thought to be <50% (5,7). Second, 
the reported case-fatality rate probably is underestimated 
because surveillance detects predominantly victims who sur- 
vive long enough to receive medical care. Survey data from 
Afghanistan and other countries have shown case-fatality rates 
as high as 50%-—55% (8,9). Third, the time trends in recorded 
injuries should be interpreted with caution because of the low 
sensitivity of the system and variability in system coverage 
over time depending on the availability of resources, the secu- 
rity situation, and other factors. However, sensitivity of the 
system to landmine-related injuries versus sensitivity to UXO- 
related injuries probably has not changed substantially over 
time, suggesting that the data reflect a true increase in the 
proportion of UXO-related injuries among all recorded inju- 
ries. Finally, although this surveillance system identifies acute 
injuries, it does not monitor long-term disability or psycho- 
logical impact on victims and their families, which can add 
substantially to the public health burden. 

The more restricted mobility of Afghan women and the 
resulting lower likelihood that women engage in activities that 
put them at risk for landmine- and UXO-related injuries might 


account for the low proportion of female victims. In addition, 


because of cultural restrictions, women, if injured, might be 


less likely to receive medical care or to be interviewed and 


recorded by the surveillance system. Among children aged <5 
years, sex-specific differences in mobility generally do not apply, 
and the proportion of female victims is 35%. 

he increasing proportion of injuries from UXO and the 
high proportion of such injuries among children and adoles- 
cents underscore the need for effective mine-risk education 
programs for children and adolescents that focus on UXO 
hazards and address age-specific risk behaviors, such as play- 
ing, tending animals, and tampering with explosives. Mine- 
risk education programs for adults should focus more on 
hazards from landmines. Such programs also should address 
the approximately two million refugees who returned to 
Afghanistan in 2002 and who might be at higher risk for 
landmine- and UXO-related injuries because they are unaware 
of dangerous areas. 

Surveillance data about the incidence and types of injury 
sustained by victims of landmines and UXO should be 
instrumental in planning and implementing victim-assistance 
programs. Similarly, mine-clearance programs should use sur- 
veillance data to prioritize areas for clearance. Expansion of 
community-based reporting will improve sensitivity and 


representativeness of surveillance. 
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Increasing Infant Mortality Among 
Very Low Birthweight Infants — 
Delaware, 1994-2000 


One of the national health objectives for 2010 is to reduce 
the U.S. infant mortality rate (IMR) to <4.5 deaths per 1,000 
live births (objective no. 16-1c) (/). Historically, Delaware's 
IMR exceeded the national average; however, during the early 
1990s, Delaware's IMR decreased, reaching the U.S. average 
in 1993. During 1995-2000, the overall U.S. IMR decreased 
from 7.6 to 6.9; since 1996, Delaware's IMR has increased, 
and the state now has the seventh highest IMR nationally (2). 
lo understand the cause of this increase, the Delaware Divi 
sion of Public Health and CDC analyzed Delaware birth and 
death data. This report summarizes the results of the investi 
gation, which attributed the Delaware IMR increase prima- 
rily to increased mortality among very low birthweight 
(VLBW) infants born to older, married, suburban mothers 
who were insured privately and who received early prenatal 
care. Further study, including collection of data on method of 
conception, is required to determine the etiology of the 
increased mortality in this subpopulation. 

IMR was analyzed by using a state-based linked birth-death 
certificate cohort database, which included data on all live 
births to women residing in Delaware. IMR was averaged by 
using 3-year increments. Normal birthweight was defined as 
»2,500 g, moderately low birthweight (MLBW) as 1,500 g 
2,499 g, and VLBW as <1,500 g. Plurality was classified as 


singletons, CWIins, and triplets plus \1.e., multiple births of three 


or more infants). The 3-year period when Delaware's IMR 
was lowest (1994-1996) was used as a baseline and compared 
with the most recent 3-year period for which data were avail- 
able (1998-2000). IMR was adjusted for changes in plurality 
distribution over time; the plurality-adjusted IMR represents 
IMR in a given period, assuming the same plurality distribu- 
tion as in 1994-1996. IMR also was adjusted for changes in 
birthweight distribution. Stratified analyses were conducted 
to examine IMR trends within infant birthweight and plural- 
ity subpopulations and by maternal characteristics. Use of 
assisted reproductiv 4 technology (ART) procedures in Dela- 
ware in 2000 was assessed by using data from the population- 
based U.S. Registry of ART Procedures maintained by CDC, 
which includes data on pregnancies and live births conceived 
through the use of infertility treatment procedures in which 
both egg and sperm are handled outside the body (e.g., in 
vitro fertilization). 

Delaware's IMR increased from 7.1 deaths per 1,000 live 
births during 1994-1996 to 8.7 during 1998-2000; the rate 
of twin births increased from 2.8% to 3.3%, the rate of trip- 
lets-plus births was unchanged (0.2%), and the VLBW rate 
increased from 1.7% to 1.9% (Table 1). Adjusting for plural- 
ity distribution did not alter the observed IMR trend signifi- 
cantly (Figure). Adjusting for birthweight distribution 
attenuated the IMR trend, but a 16% increase remained. 
Analysis of birthweight-specific mortality indicated that IMR 
among normal birthweight and MLBW infants did not change 
significantly; however, IMR among VLBW infants increased 
25%, from 235 to 294 (p = 0.03). When the birthweight- 
adjusted IMR was analyzed while IMR among VLBW infants 


was held constant, the IMR trend no longer was evident. 


TABLE 1. Percentage” of live births, by infant characteristics — 
Delaware, 1994—2000 





1994-1996 
(n = 30,802) 


1998-2000 


Characteristic (n = 32,286) 


Birthweight 
VLBWT (<1,500 g) 7 1.9 
MLBWS (1,500 g—2,499 g) é 6.7 
Normal (>2,500 g) 91.4 
Plurality 
Singletons 97 96.5 
Twins c 3.3 
Triplets-plus 0.2 
Gestational age (wks) 
<28 0.9 1.0 
28-36 10.5 
>37 88.6 








* Percentages might not add to 100% because of rounding 
Very low birthweight 
‘Moderately low birthweight 
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aware: adj 


(9-'war) | : marked by comprehension, 
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FIGURE. Adjusted infant mortality rates* (IMRs), by plurality 
and birthweight (BW) distributions — Delaware, 1994-2000 











T 7 
1998 1997-1999 1998-2000 


* Per 1,000 live births 


Very low birthweight 


Examination of VLBW infants indicated increased mortal 
ity among all plurality subpopulations: 8% for singletons (from 
261 to 283; p = 0.6), 93% for twins (from 160 to 315; p 


0.03), and 304% for triplets-plus (from 95 to 385; p = 0.08). 


During 1998-2000, VLBW singletons accounted for 26% of 


the excess mortality, and twins and triplets-plus accounted 
for 54% and 20%, respectively. Analyses of birthweight in 
500-gram increments indicated that the IMR trend was not 
attributable to an increase in extremely LBW infants (i.e., those 
weighing <1,000 g), because neither the proportion of infants 
1,000 g 


increased. Among VLBW infants, the largest increase (67%) 


weighing <500 g nor that of infants weighing 


in IMR (from 29 to 48; p = 0.3) was among infants weighing 
1,000 g—1,499 oe 

he distribution of maternal demographic and pregnancy 
factors during 1994-1996 was similar to that during 1998 
2000 (Table Analyses of IMR trends among VLBW 
infants according to these factors (Table 3) revealed statisti 


cally significant increases in IMR for infants of mothers who 


were aged >30 years, were married, had prenatal care during 


their first trimester, were insured privately, and resided in New 
Castle County excluding Wilmington (i.e., Delaware's only 
predominantly suburban area). The increase in IMR for 
infants of mothers who had at least a high school education 
approached statistical significance (p = 0.06). 

Increased use of and improved success rates for ART have 


led to an increase in the annual number of ART-conceived 


infants born to Delaware residents. ART use has increased in 


TABLE 2. Percentage” of live births, by maternal characteristics — 
Delaware, 1994-2000 





1994-1996 1998-2000 


Characteristic (n = 30,802) (n = 32,286) 





Race/Ethnicity 

White, non-Hispanic 69.3 64.3 

Black, non-Hispanic 22.7 24.3 

Hispanic 5.8 8.2 
Age group (yrs) 

<20 13.3 12.9 
20-29 50.8 50.7 
>30 35.8 36.4 

Education 

<High school 17.8 18.7 

>High school 81.8 80.7 
Marital status 

Single 35.0 38.0 

Married 65.0 62.0 
Initiated prenatal care in first trimester 

Yes 87.0 86.8 

No 12.2 12.7 
Source of payment 

Private insurance 62.8 63.0 

Medicaid 32.9 33.8 

Self-pay 3.7 3.1 
Smoked during pregnancy 

Yes 13.7 13.5 

No 86.0 86.2 
County/City of residencet 

City of Wilmington 11.8 11.4 

Other New Castle County 53.1 53.2 

Kent County 17.9 17.8 

Sussex County 17.2 17.6 





* Percentages might not add to 100% because of rounding 
Delaware comprises three counties; the city of Wilmington lies within New 
Castle County but is considered separately in this analysis 


surrounding states, which might have provided ART services 
to Delaware residents (3). During 1996-2000, the number 
of ART procedures performed in Delaware increased 13%. In 
2000, an estimated 113 (1%) of the 11,046 live births 
recorded in Delaware were conceived with the use of ART; 
however, ART-conceived infants accounted for approximately 
8% of VLBW infants born in 2000. Among multiple-birth 
infants born in Delaware in 2000, an estimated 56% were 
born through natural conception; this estimate was made on 
the basis of national multiple-birth rates in 1971, before the 
widespread use of infertility drugs or ART. On the basis of 
births reported to the ART registry, approximately 17% of 
the multiple births in 2000 were attributable to ART; the other 
approximately 28% likely were attributable to other non-ARI 
infertility treatments. 

Reported by: AL Hathcock, PhD, P Silverman, DrPH, Div of Publi 
Health, Delaware Health and Social Svcs. C Ferré, MS, MA Reynolds, 
PhD, LA Schieve, PhD, Div of Reproductive Health, National Center 
for Chronic Disease Prevention and Health Promotion; M Drees, MD, 
EIS Officer, CDC 
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TABLE 3. Infant mortality rates* (IMRs) among very low birthweight (VLBW) infants, by 


rtal lampsia (6). ART is a well-recognized fac 
maternal characteristics — Delaware, 1994-1996 and 1998-2000t F 





tor in the increasing multiple-birth rate in 
Relative 


» Elita Gaiine lee , 
Absolute increase" p value the United tates. Evidence exists that 






























Characteristic 1994-1996 1998-2000 increase$ (%) fortrend singletons born through use of ART have 
Race/Ethnicity higher rates of LBW (7) and congenital 
White, non-Hispanic 205.2 241.5 36.3 (17.7) = malformations (8) than infants who were 
Black, non-Hispanic 259.4 344.3 84.9 (32.7) -- ‘ ; 
Wenanie 260.9 979.1 18.2 (7.0) id conceived naturally. Because insurance 
Age group (yrs) coverage for ART often is limited or lack 
<20 247.6 299.1 51.5 (20.8) — ing (and is not mandated in Delaware), 
20-29 271.0 297.6 26.6 (9.8) = parents of infants conceived from these 
>30 151.9 287.1 135.2 (89.0) 0.02 S ; 

Education treatments tend disproportionately to have 
<High school 302.1 325.2 23.1 (7.6) sais high SES. Studies also suggest that other 
2High school 214.5 286.0 71.5 (33.3) 0.06 infertility treatments (e.g., ovarian stimu 

Marital status lation) increase the risk for adverse infant 
Single 313.4 297.5 -15.9 (-5.1) — 

Married 149.8 590.4 1406 (93.9) <0.01 outcomes (9). These treatments are less well 

Initiated prenatal care in first trimester studied. Infertility itself might result in less- 
Yes 224.1 301.8 77.7 (34.7) 0.04 ened capacity to maintain a healthy preg 
No 260.5 230.8 O.7 17.7) 2 nancy. Higher rates of LBW have been 

Source of payment ; : 
ta 181.2 294.7 113.5 (62.6) 0.01 observed among subfertile couples who 
Medicaid 281.6 259.9 -21.7 (-7.7) _ take >1 year to conceive but do not 
Self-pay 425.0 442.3 17.3 (4.1) ve undergo infertility treatment (/0). 

Smoked during pregnancy rt ee * — 

1e findings in this report are subject 
Yes 238.1 256.6 18.5 (7.8) “ ee Oe ee ee ee eee 
No 235.8 303.5 67.7 (28.7) 0.08 to at least three limitations. | irst, some 

County/City of residencett trends noted in this report should be 
Kent County 279.6 275.5 “4.1 (-1.5) : interpreted with caution because numbers 
City of Wilmington 292.9 263.6 -29.3 (-10.0) — oe -_ ence: Niiaaiad 

Other New Castle County 177.0 315.4 138.4 (78.2) <0.01 ee ee ee 
Sussex County 287.5 282.6 -49 (-1.7) = lations were small, a common occurrence 





; Per 1,000 live births 
. No. VLBW infant deaths: for 1994-1996, n = 121; for 1998-2000, n = 176 
. Difference between IMR for 1998-2000 and IMR for 1994-1996 
Absolute increase/IMR (1994-1996) x 100 
** Not statistically significant 
‘ Delaware comprises three counties; the city of Wilmington lies within New Castle County but is 
considered separately in this analysis 


in smaller states. Second, although ART 
might have an increasing impact on births 
in Delaware generally, the hypothesis that 
the increase in ART births contributed to 


the increasing IMR in Delaware could not 










be evaluated. Because the method of con- 
Editorial Note: The findings in this report indicate that the ception is not recorded on Delaware birth 
IMR increase in Delaware is attributable primarily to increased certificates, analyses of ART were based on comparison 
mortality among VLBW infants. Analysis of maternal risk fac between two unlinked data sources. ART births were estimated 
tors suggested that mortality rates were higher among infants from a registry that includes approximately 95% of all ARI 
born to women of higher socioeconomic status (SES) as indi conceptions, and no means were available to account for 
cated by age, marital status, education level, suburban migration between conception and birth. In addition, 
residence, insurance status, and access to early prenatal care. although the ART registry includes data on plurality and 
A trend toward higher LBW rates among mothers with higher birthweight, it is not designed to capture infant mortality. 


SES has been reported previously for births in Massachusetts Finally, no data are available on which to base an evaluation 








(4); however, that study did not evaluate the impact on IMR 
trends. 

lhe etiology of this excess mortality is uncertain. ART and 
other infertility treatments might increase risk for poor out- 
comes. Women who undergo ART are more likely to deliver 
preterm and to undergo Cesarean section, even with single- 


ton pregnancies (5), and they have a higher risk for preec- 





of the contributions of births conceived using non-ARI 
infertility treatments or, with the national trend toward 
delayed childbearing, an increase in conceptions among 
subfertile couples. 

Changes in prenatal care practices might have contributed 
to Delaware's increased IMR. Timing of initiation of prenatal 


care could be established by using vital statistics data, but 
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quality and content of prenatal care could not. Differences 
might have affected maternal, fetal, and infant health, and 
might have affected some subpopulations more negativ ely than 
others. Prepregnancy health also could not be assessed, nor 
could the contribution of changes in fetal survival and subse- 
quent early neonatal death. The finding that the heaviest 
VLBW infants (1,000 g-1,499 g) had the greatest increases 
in mortality suggests the need for more detailed study of this 
subpopulation. 

Limiting the number of embryos transferred with ART will 
help reduce multiple births. Recording the method of con- 
ception on birth certificates, as has been initiated in Massa- 
chusetts, would provide additional data about risk for infant 
mortality resulting from infertility treatments. Further study 
1S required tO assess the direct contribution of infertility treat- 
ments and changes in prenatal care strategies to infant 


mortality 
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Rapid Point-of-Care Testing for HIV-1 
During Labor and Delivery — 
Chicago, Illinois, 2002 


On November 7, 2002, the Food and Drug Administration 
(FDA) approved the OraQuick Rapid HIV-1 Antibody Test 
(OraSure Technologies, Inc., Bethlehem, Pennsylvania) (J). 
Rapid human immunodeficiency virus (HIV) testing during 
labor and delivery allows pregnant women who were not tested 
previously during pregnancy to be tested and, if HIV-infected, 
to begin antiretroviral therapy immediately to prevent peri- 
natal transmission (2,3). To evaluate whether point-of-care 
rapid HIV testing during labor and delivery expedites the 
diagnosis of HIV infection in pregnant women, CDC assessed 
turnaround testing times at three hospitals in Chicago, Illi- 
nois, in which obstetric staff performed rapid tests on whole 
blood specimens at point of care, and at a fourth hospital in 
which testing was performed in the hospital laboratory (4). 
This report summarizes the results of that analysis, which 
indicate that point-of-care rapid testing provided HIV test 
results faster than laboratory testing, resulting in prompt 
administration of intrapartum and neonatal antiretroviral 
prophylaxis. Hospitals should assess the costs and benefits of 
implementing point-of-care HIV testing within their 
institutions. 

Che four Chicago hospitals with the city’s highest HIV-1 
prevalence among childbearing-aged women participated in 
the Mother Infant Rapid Intervention at Delivery (MIRIAD) 
study. MIRIAD is a multisite study funded by CDC to 
1) determine the feasibility of rapid HIV testing in labor and 
delivery units of women with undocumented HIV status, 
2) provide timely therapy to reduce perinatal transmission, 
and 3) facilitate follow-up care for HIV-infected mothers and 
their infants. Women eligible for MIRIAD do not have docu 
mentation of HIV status in their health-care records and are 
expected to deliver either during that hospitalization or at >34 
weeks’ gestational age. 

For the MIRIAD study, FDA allowed use of the OraQuick 
rapid test before its formal licensure. After institutional 
review board approval, hospital staff were trained to recruit 
eligible women, obtain informed consent, perform the 
OraQuick rapid test, and counsel participants about their test 
results. Three of the four hospitals received approval from their 
respective point-of-care testing committees for obstetric staff 
to perform the OraQuick test onsite in labor and delivery 
units; one hospital sent specimens to its 24-hour laboratory 
for OraQuick rapid testing. At each hospital, duplicate speci- 


mens were sent fear standard HIV testing (enzyme immunoas- 


say and, when necessary, Western blot) as part of the study 


protocol. 
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Hospital staff performing point-of-care testing in labor and 
delivery units used timers attached to their clothing to con 
tinue other work during the 20 minutes necessary for devel 
opment of test results. In the hospital in which testing was 
performed in the laboratory, staff delivered specimens to the 
laboratory and reported test results to patients when the 
results were available. Staff recorded the time of each step in 
the testing protocol. Median times were analyzed by using the 
Wilcoxon rank-sum test. 

During January—July 2002, a total of 5,771 women were 
evaluated in the labor-and-delivery units of all four hospitals; 
514 (9%) were deemed eligible for rapid HIV testing. Of the 


0 


514 women, 30 (6%) were not offered participation, 104 
(20%) declined participation, and 380 (74%) gave informed 
consent and were enrolled. A total of 225 women were tested 
at the three hospitals using point-of-care testing, and 155 were 
tested at the hospital using laboratory testing. Standard en- 
zyme immunoassay and, when necessary, Western blot test 
ing, confirmed 100% of the rapid test results. Three women 
were identified as HIV-infected, and antiretroviral therapy 
was administered to mothers and infants during labor and 
delivery. None of these infants became HIV-infected. 
lurnaround testing time was measured as the time that 
elapsed between obtaining the participant's blood and the 
participant receiving the test results. Median turnaround time 
at the three hospitals using point-of-care testing was 45 min 
utes (interquartile range: 30 minutes—2.5 hours), substantially 
less than at the hospital using laboratory testing (median time: 
3.5 hours; interquartile range: 94 minutes—16 hours) 
(p: 0.0001). 
Reported by: MH Cohen, MD, Y Olszewski, MPH, M Robey, F Lov 
CORE Center, Cook County Bur of Health Svcs, Chicago, Illinois 
Mother Infant Rapid Intervention at Delivery (MIRIAD Study Group 
B Branson, MD, D] Jamieson, MD, M Bulterys, MD, Div of HI\ 
1IDS Prevention—Surveillance and Epidemiology, National Cente 
for HIV. STD, and TB Prevention, CD¢ 
Editorial Note: The findings in this report indicate that point 
of-care rapid testing provided valid HIV test results faster than 
laboratory testing. The median turnaround time for point-ot 
care testing was less than one fourth that for laboratory test 
ing. With rapid testing, three pregnant women who had not 
received an HIV diagnosis previously were able to learn thei 
HIV status quickly, resulting in prompt administration of 
intrapartum and neonatal antiretroviral therapy, measures 
proven to reduce vertical HIV transmission (.3, 5,6). 

The majority of pregnant women are offered HIV testing 
early during prenatal care, which is the optimum approach to 
HIV prevention and care. However, women who do not 
receive prenatal care are at increased risk for HIV infection 


(3). FDA's approval of the OraQuick rapid test now provides 


health-care providers with an opportunity to test for HI\ 
infection and inform patients of their HIV status rapidly. This 
can have a profound benefit for the care of women who have 
not been tested for HIV during pregnancy. Women can be 
informed about a negative rapid test result without further 
testing (pending state-specific regulations). Reactive rapid test 
results require confirmation but can be used to initiate therapy) 
in this setting. 

The findings in this report complement the new CDC ini 
tiative aimed at reducing barriers to early diagnosis of HI\ 
infection, which includes a goal to further decrease perinatal 
HIV transmission in the United States (7). Rapid HIV test 
ing of pregnant women not screened during prenatal care will 
help achieve this goal by increasing the proportion of infected 
women and their infants receiving intrapartum and neonatal 
antiretroviral drug prophylaxis. As rapid HIV testing becomes 
more available in labor and delivery settings, implementation 
will require training and logistic planning (8). FDA waived 
the OraQuick rapid test under the Clinical Laboratory 
Improvement Amendments on the basis of the test's simplic 
ity and accuracy. 

Data from this study indicate that point-of-care testing was 
feasible and support using nonlaboratory personnel to pet 
form this rapid test. However, adequate training and quality 
assurance procedures are necessary. Point-of-care testing also 
requires coordination with the laboratory information system 
to ensure test results are documented correctly. Hospitals wil! 
need to assess the costs and benefits of implementing point 


of-care HIV testing within their institutions (9,/0). 
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Global Progress Toward Universal 
Childhood Hepatitis B Vaccination, 2003 


In 1992, the World Health Organization (WHO) set a goal 
for all countries to integrate hepatitis B vaccination into theit 
universal childhood vaccination programs by 1997. This 
report summarizes the global progress achieved toward vacci- 
nation of children against hepatitis B virus (HBV) infection. 
Alchough many countries have introduced hepatitis B vacci 
nation into their national vaccination programs, efforts are 
needed to increase coverage with the 3-dose hepatitis B vacci 
nation series and expand vaccination programs into countries 
where the vaccine has not yet been introduced. 

In 2001, the most recent year for which complete program 
data are available, 126 (66%) of 191 WHO member states 
had universal infant or childhood hepatitis B vaccination pro 
grams (/). Through these programs, an estimated 32% of 
children aged <1 year were vaccinated fully with the 3-dose 
hepatitis B vaccination series. In the six WHO regions, the 
proportion of children aged <1 year who were vaccinated fully 
was 65% in the Western Pacific Region, 58% in the Americas 


Region, 45% in the European Region, 41% in the Eastern 
Mediterranean Region, 9% in the South-East Asian Region, 
and 6% in the African Region 

As of May 2003, a total of 151 (79%) of 192* WHO mem- 
ber states had adopted universal childhood hepatitis B vacci 
nation policies, including six that have policies for vaccinating 
adolescents (Figure). Of the 137 member states that have 
adopted universal childhood hepatitis B vaccination and for 
which data are available, 76 (55%) have a policy for adminis- 


tering the first dose of vaccine soon after birth (birth dose). 





Of the 89 member states with historically high prevalences 
of chronic HBV infection (i.e., prevalence of hepatitis B sur- 
face antigen [HBsAg] >8%) and for which universal infant 
hepatitis B vaccination is recommended specifically, 64 (72%) 
have adopted universal infant hepatitis B vaccination. Of these 
64 member states, 34 (53%) have a policy for administration 
of a birth dose of vaccine. Goals for global hepatitis B vacci- 
nation are for the vaccine to be introduced in all countries by 
2007 and for coverage with the 3-dose hepatitis B vaccination 
series to reach 90% by 2010 (2). 

Reported by: M/ Gacic-Dobo, G Mayers, M Birmingham, DVM, Dept 
of Vaccines and Biologicals, World Health Organization, Geneva 
Switzerland. M Kane, MD, Children’ Vaccine Program Program foo 
ippropriate Technology in Health, Seattle, Washington. SC Hadler, MD 
Global Immunization Div, National Immunization Program; 
MJ] Perilla, MPH, FE Shaw, MD, ST Goldstein, MD, EE Mast, MD, 
HS Margolis, MD, Div of \ iral Hepatitis, National Center for Infectious 
Diseases; T Samandari, MD, EIS Officer, CDC. 

Editorial Note: Each year, approximately 600,000 HBV- 
related deaths occur worldwide (CDC and WHO, unpub- 
lished data, 2003). An estimated 93% of these deaths result 
from the chronic sequelae of HBV infection: cirrhosis and 
hepatocellular carcinoma (HCC) (CDC, unpublished data, 
2003). Approximately 21% of HBV-related deaths result from 
infection acquired in the perinatal period and 48% from 
infection acquired in early childhood (age <5 years) (CD¢ 
unpublished data, 2003). Therefore, vaccination of infants 
and children is the highest priority for hepatitis B vaccination 
programs. Three doses of hepatitis B vaccine are 90%-95% 
efficacious in preventing HBV infection and its chronic 
sequelae (3). To prevent perinatal HBV transmission, the first 
dose of vaccine should be administered within the first 24 
hours after birth (3,4). 

Hepatitis B vaccination has been shown to reduce the preva- 
lence of chronic HBV infection and the incidence of HC( 
dramatically. In The Gambia, the prevalence of chronic infec- 
tion among children declined from 10.0% to 0.6% after imple- 
mentation of universal infant hepatitis B vaccination (5). 
Similar declines in prevalence of chronic infection associated 
with infant and childhood hepatitis B vaccination have been 
demonstrated in China, Indonesia, Senegal, and Thailand, and 
among Alaska Natives (6,7). After implementation of univer- 
sal infant hepatitis B vaccination in Taiwan, the incidence of 
HCC among children declined trom 0.7 to 0.36 per 100,000 (8). 

Several important challenges remain to achieve the goal of 
global childhood hepatitis B vaccination introduction. Coun- 
tries that have not yet introduced hepatitis B vaccine should 
do so. For many of these countries, this will require strength- 
ening their existing vaccination program infrastructure to 


accommodate the addition of a new vaccine (9). In countries 
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FIGURE. World Health Organization member states with universal infant or childhood hepatitis B vaccination programs, 2003 





[_} Vaccination policy 
| No vaccination policy 











where the vaccine has been introduced already, coverage with 
the 3-dose hepatitis B vaccination series should be increased 
to that of the 3-dose diphtheria-tetanus-pertussis (DTP) series, 
and then to >90%. Countries that do not have a policy for 
administration of a birth dose of vaccine should consider the 
feasibility of implementing such a policy. In countries with 
high hepatitis B vaccination coverage among children, con 
sideration should be given to catch-up vaccination of oldet 
children, adolescents, and adult populations at increased risk 
for HBV infection. 

\ major barrier to the introduction of hepatitis B vaccina 
tion has been the high cost of hepatitis B vaccines. Although 
the price of monovalent hepatitis B vaccine for developing 
countries has decreased from approximately U.S.$3.00 per 
dose in 1990 to U.S.$0.30 per dose in 2001, the cost remains 
higher than that of the older vaccines (e.g., DTP, oral polio, 
and measles), which cost U.S.$0.06-$0.10 per dose. Since 
1999, support from the Global Alliance for Vaccines and 
Immunization (GAVI) and the Vaccine Fund (VF) has 
accelerated introduction of hepatitis B vaccine in the world’s 
poorest countries (9). As of May 2003, of 75 countries eli- 
gible for GAVI/VF support, 48 (64%) had received funding 
for hepatitis B vaccination introduction. 

Administration of a birth dose of vaccine presents a chal 
lenge. Worldwide, approximately 50% of infants are born at 
home and do not have immediate access to health care. How 


ever, because hepatitis B vaccine has been shown to be heat 


stable, it could be administered by trained birth attendants to 
infants born at home. The feasibility of such a strategy has 
been demonstrated in Indonesia, where trained birth 
attendants were taught to administer the birth dose of vaccine 
to infants born at home by using a single-use, pre-filled 
injection device (/0). 

WHO, in collaboration with CDC and other GAVI part 
ners, conducted process evaluations of hepatitis B vaccination 
introduction in five African countries where the vaccine had 
been introduced recently. These evaluations demonstrated that 
hepatitis B vaccine introduction did not negatively impact 
the existing vaccination programs, including coverage with 
the other childhood vaccines. However, several problems were 
identified related to the management of this relatively costly 
vaccine: vaccine freezing during storage and shipment, and 
vaccine wastage. Outcome evaluations are needed to docu- 
ment the impact of vaccination on the prevalence of chronic 
HBV infection and HBV-related morbidity and mortality. 
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West Nile Virus Activity — 
United States, September 4-10, 2003 


Chis report summarizes West Nile virus (WNYV) surveil 
lance data report d to CDC through ArboNET as of 3 a.m., 
Mountain Dayl 


During the reporting week of September 4—10, 


ight Time, September 10, 2003. 

a total of 
1,067 human cases of WNYV infection were reported from 24 
states (Colorado, Florida, Georgia, Illinois, Indiana, lowa, 
Kansas, Louisiana, Maryland, Minnesota, Mississippi, Mon 
tana, Nebraska, New Mexico, New York, North Carolina, 
North Dakota, Ohio, Oklahoma, South Dakota, Tennessee, 
lexas, Wisconsin, and Wyoming), including 17 fatal cases from 
seven states (Colorado, Georgia, Montana, Nebraska, New 
York, South Dakota, and Texas). During the same period, 
WNYV infections were reported in 948 dead birds, 395 horses, 
five dogs, one squirrel, and 600 mosquito pools. 

During 2003, a total of 2,923 human cases of WNV infec 
973), Nebraska 
107), Wyoming (n = 239), 
116), New Mexico (n = 95) 


Louisiana (n +8 


tion have been reported from Colorado (n 
(n $36), South Dakota (n 
190), Montana (n 
North Dakota (n = 91) 


(n +3), Pennsylvania (n 38), Minnesota (n 41) 


lexas (n 


Mississippi 


Oklahoma (n = 25), lowa (n = 23), Florida (n = 22), Alabama 
(n = 20), Ohio (n = 19), Kansas (n = 18), New York (n = 13), 
North Carolina (n = 10), Illinois (n = eight), Maryland 
(n = eight), Georgia (n = seven), Indiana (n = six), Missouri 


(n = six), Tennessee (n = six), Arkansas (n = five), Wisconsin 


(n = five), Kentucky (n = four), Virginia (four), New Jersey 
(n = three), Arizona (n = one), Connecticut (n = one), 
Massachusetts (n = one), and South Carolina (n = one) 


(Figure). Of 2.800 (96%) cases for which demographic data 


were available, 1,471 (53%) occurred among males; the 
median age was 47 years (range: | month—99 years), and the 
dates of illness onset ranged from March 28 to August 29. Of 
the 2,800 cases, 54 fatal cases were reported from Colorado 
(n = 13), Nebraska (n = 10), Texas (n = six), South Dakota 
four), Ala 


bama (n = two), lowa (n = two), New York (n = two), Georgia 


(n = five), New Mexico (n = four), Wyoming (n 


(n = one), Kansas (n = one), Mississippi (n = one), Missouri 
(n = one), Montana (n = one), and Ohio (n = one). A total of 
240 presumptiv e W est Nile (WN) viremic blood donors hav e 
116), South Dakota (n 

+8), Texas (n = 20), Wyoming (n=16), New Mexico (n = 11), 
11), Montana (n 


Minnesota (n three), Mississippi (n three), Florida 


been reported from Nebraska (n 


Oklahoma (n five), lowa (n = three), 


(n = one), Louisiana (n = one), New Jersey (n = one), and 
} 


lennessee (n = one). Of these 240 donors, 20 subsequently 
had onset of WN fever, and one subsequently had onset of 
WN meningoencephalitis. In addition, 6,145 dead birds with 
WNYV infection were reported from 40 states and New York 
City; 1,557 WNYV infections in horses have been reported 
from 34 states, 10 WNYV infections were reported in dogs, 
three infections in squirrels, and 12 infections in unidentified 
animal species. During 2003, WNYV seroconversions have been 
reported in 552 sentinel chicken flocks from 12 states, and 17 
seropositive sentinel horses have been reported from five states. 
\ total of 3,774 WNYV positive mosquito pools have been 
reported from 36 states and New York City. 

Additional information about WNYV activity is available 
from CDC at hetp://www.cdc.gov/ncidod/dvbid/westnile 


index.htm and hetp://westnilemaps.usgs.gov. 


FIGURE. Areas reporting West Nile virus (WNV) activity — 
United States, 2003* 














“As of 3 a.m., Mountain Daylight Time, September 10, 2003 
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FIGURE |. Selected notifiable disease reports, United States, comparison of provisional 4-week totals September 6, 2003, with 
historical data 


CASES CURRENT 
DISEASE DECREASE INCREASE 4 WEEKS 


Hepatitis A, Acute 234 
Hepatitis B, Acute 283 
Hepatitis C, Acute 62 
Legionellosis 
Measles, Total 
Meningococcal Infections 
Mumps 
Pertussis 


* 
Rubella 





0.03125 0.0625 0.125 0.25 0.5 1 


Ratio (Log Scale)' 


ASS) 


Beyond Historical Limits 


* No rubella cases were reported for the current 4-week period yielding a ratio for week 36 of zero (0) 
Ratio of current 4-week total to mean of 15 4-week totals (from previous, comparable, and subsequent 4-week periods { 5 years). The point where the hatched 


area 
begins is based on the mean and two standard deviations of these 4-week totals 


TABLE |. Summary of provisional cases of selected notifiable diseases, United States, cumulative, week ending September 6, 2003 (36th Week)* 





Cum. Cum. Cum. Cum. 
2003 2002 2003 2002 
. 2 Hansen disease (leprosy)' 37 65 

Botulism - - Hantavirus pulmonary syndrome’ 13 15 
foodborne 20 Hemolytic uremic syndrome, postdiarrheal 78 146 
infant 50 HIV infection, pediatric’ 151 112 
other (wound & unspecified) Measles, total 35° 26*" 
Brucellosis’ ¢ Mumps 192 
Chancroid é Plague 








Anthrax 


Cholera Poliomyelitis, paralytic 
Cyclosporiasis' Psittacosis' 
Diphtheria - Q fever' 
Ehrlichiosis - Rabies, human 
human granulocytic (HGE)' Rubella 
human monocytic (HME)' Rubella, congenital 
other and unspecified Streptococcal toxic-shock syndrome’ 
Encephalitis/Meningitis - . Tetanus 
California serogroup viral’ } Toxic-shock syndrome 
eastern equine’ Trichinosis 
Powassan!' - ! Tularemia' 
St. Louis" Yellow fever 
western equine’ 
-: No reported cases 
* Incidence data for reporting years 2002 and 2003 are provisional and cumulative (year-to-date) 
. Not notifiable in all states 
* Updated monthly from reports to the Division of HIV/AIDS Prevention — Surveillance and Epidemiology, National Center for HIV, STD, and TB Prevention 
« Last update August 24, 2003 
Of 35 cases reported, 30 were indigenous, and five were imported from another country 
** Of 26 cases reported, 13 were indigenous, and 13 were imported from another country 
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Reporting area 


UNITED STATES 
NEW ENGLAND 
Maine 

NH 


MID. ATLANTIC 


, 
Upstate N.Y 


Okla 
Tex 


MOUNTAIN 
M 
Idat 
Wy 


nt 


N. Mex 
Ariz 
Utah 


Nev 


PACIFIC 
Wast 
Oreg 
Calif 
Alaska 
Hawaii 


Guar 

PR 

VI 

Amer. Samoa 
C.N.M.1 


N: Not notifiable 
" Incidence 


a 
U: Unavailable Ne 
data for reportir 
Chiamydia refers to genital infectior 
Updated monthly from reports to 


reported cases 
19 years 2002 and 2003 are 
$ Caused by C 
the Division’ 


C.N.M.1 Commonwealth of Northern M 
Provisional and Cumulative (year to-date) 
trachomatis 
f HIV/AIDS Preventior Surveillance 
August 31, 2003 
* Contains data feported through National Electronic Disease Surveillance System (NEDSS) 


Cryptosporidiosis 
Cum. 
2003 

1,672 


106 


ariana Islands 


and Epidemiology National Center for HIV, STD 


Encephalitis/Meningitis 
West Nile 


and TB Prevention Last update 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending September 6, 2003, and September 7, 2002 
(36th Week)* 




















Escherichia coli, Enterohemorrhagic (EHEC) 
Shiga toxin positive, Shiga toxin positive, 
0157:H7 serogroup non-0157 not serogrouped Giardiasis Gonorrhea 
Cum. Cum. Cum. Cum. Cum. Cum. Cum. | Cum. Cum. Cum. 
Reporting area 2003 2002 2003 2002 2003 2002 2003 2002 2003 2002 





















UNITED STATES 1,358 2,289 153 126 31 30 11,029 13,190 203,208 39.415 
NEW ENGLAND 93 175 28 37 10 4 791 1.214 4 80€ 5.244 
Maine 8 23 1 6 113 129 134 ) 
N.H 11 20 2 21 31 7€ 8 
Vt 12 5 1 7§ 87 49 y 
Mass 35 85 3 1€ 10 4 339 655 1.966 26% 
RI 1 8 1 82 101 650 594 


Conn 26 34 22 13 161 211 1,931 2.147 


















MID. ATLANTIC 


Upstate N.Y 59 110 
N.Y. City 3 12 719 1.011 8.736 g 5a 
NJ 12 43 217 24G 5 623 


Pa 8 7 1 13 d 620 60€ 5,300 044 








E.N. CENTRAL 68 

Ohio 6€ 93 ] 4 4 

Ind 6C 47 4.1 4,85 
TT 54 138 ¢ 471 659 12,001 6,708 
Mict 50 88 3 1 469 58 8.888 1963 
Wis 83 202 5 : 1 26€ 437 3,473 4.145 





W.N. CENTRAL 


Minn 81 109 14 1 45 
ste > 





lowa 50 69 8 6 84 
Mo 57 43 Q 1 314 319 5 538 t 
N. Dak 8 4 ) 24 1 
S. Dak 14 31 3 1 40 : 154 7 
Nebr 14 39 77 112 1 O16 4 

12 3 1 11 1 766 179 


Kans 
S. ATLANTIC 





De . 5 N y 
Md ) 19 72 77 5 372 ¢ 93 
( 1 35 29 1,587 1,825 


MY 





Va < 34 




















! 

| Ay \y : ‘ : 26 58 P 

| VV. Va * é 20 < 

- v P 10) AA’ 14 

| N.C 5 29 15 N 443 )4 
sc c R41 73 5 60 6.1 } 
Ga 21 38 f f 11 1 1¢ 
Fla 35 38 23 ) : 70§ 893 12,087 1 









E.S. CENTRAL y 3 : 
Ky 1 20 2 € 
Tenr 22 34 10S 114 5 640 6.4 

A 4 1 1 131 é BE r 30€ 


Ala le € é 


Miss 3 8 4 












W.S. CENTRAL 
Ark 

La 

Okla 









Tex 


MOUNTAIN 7 25 
Mont 12 18 
Idaho 40 9 4 - ‘ 





Why R 4 5 29 42 
vvyo é c é 






Colo 36 70 : 4 € 4 268 















N. Mex 6 ‘ 3 3 3 446 795 
Utah 38 4¢ 229 1 19 189 
77 > 4 Q 


Nev 


PACIFIC 








Wash 53 8 y 

Orea 52 148 1 ¢ 244 281 581 583 
Calif 77 148 1.312 1,676 15.722 16.63 
Alaska 2 52 6€ 341 41( 
Hawaii § 58 ¢ 53( A45¢€ 


Guam 

P.R 1 2 

V1 3€ 1 
Amer. Samoa U U U U U U U U U U 


C.N.M.1 ) U U U 











N: Not notifiable U: Unavailable Ni 
* Incidence data for reporting years 2002 and 2003 are provisional and ¢ umulative (year-to-date 


reported cases 
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TABLE Ii. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending September 6, 2003, and September 7, 2002 


(36th Week)* 





Reporting area 


Haemophilus influenzae, invasive' 





All ages 
serotypes 


Age <5 years 


Hepatitis 


(viral, acute), by type 





Serotype b 


Non-serotype b 


Unknown serotype 


4 








Cum. 


2002 





Cum. Cum. 
2003 2002 





Cum. Cum. 


2003 2002 





Cum. 


2003 


Cum. 
2002 





Cum. 
2003 


Cum. 
2002 





UNITED STATES 


NEW ENGLANI 
Maine 


V.H 


Okla 


T 
1ex 


MOUNTAIN 
Mont 

jan 

Wyc 

r 

N Mex 

asia 

Ariz 

Utah 

Nev 


PACIFIC 
Wash 
Oreg 
Calif 
Alaska 
Hawaii 


Guam 

PR 

V | 

Amer. Samoa 


C.N.M.1 


Ut 


U 


1 25 


U 


68 97 
6 8 


129 


1 


109 


2 
< 


3,935 


199 


9 


6,346 





N: Not notifiable 


Non-serotype ¢ 
serotype ¢ 


U: Unavailable 
* Incidence data for reporting years 2002 and 2003 are 


nontypeable and type other than b 


No reported cases 


rovisional and cumulative (year-to-date) 
Unknown serotype 


type unknown or not reported. Previously, cases reported without type information were counted as non 

















Vol. 52 / No. 36 MMWR 875 










TABLE II. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending September 6, 2003, and September 7, 2002 
(36th Week)* 
















































Hepatitis (viral, acute), by type 
B Cc Legionellosis Listeriosis Lyme disease 

Cum. Cum. Cum. Cum. Cum. Cum. Cum. Cum Cum. Cum 

Reporting area 2003 2002 2003 2002 2003 2002 2003 2002 2003 2002 
UNITED STATES 4,177 5,023 886 1,305 1,201 717 383 392 10,348 13,167 
NEW ENGLAND 164 192 2 18 5( 62 32 40 1 ,88€ 3, 19€ 
Maine 1 6 2 2 5 4 142 49 
N.H 11 13 6 4 3 4 87 174 
Vt 2 4 7 12 a 25 2 23 2 
Mass 134 109 6 18 22 13 19 408 1,593 
R.| 8 21 3 1 1 344 18¢ 
B 8 1 1 88 1,171 


Conn 
MID. ATLANTIC 


Upstate N.Y 79 80 34 28 ; 3 868 

N.Y. City 251 525 23 3 1 E 3 

N.J 135 209 4 19 25 4 1 915 1.8 
Pa 192 2 17€ 72 3 31 3009 RR 





E.N. CENTRAL ! 
Ohio 92 68 5€ 


ind 






















W.N. CENTRAL 22 153 

Minn 28 18 8 

lowa 7 12 1 4 8 - 

Mo 153 81 148 555 20 10 4 6 27 34 
N. Dak 2 4 1 1 

S. Dak 2 1 1 1 r 

Nebr 16 1 4 ' 1 

Kans 13 16 8 1 8 4 


J 


5. ATLANTIC 1,32 


Md 90 92 13 8 86 22 
D.C 7 14 4 
Va 123 139 i S 68 6 ) 4 € E 
| Ay \ Ya 4 4 4 
W.Va 20 13 1 a 1 y 
N.C 111 174 10 22 26 7 14 4 62 ‘ 
p ‘ . 9 44 





S.C 106 8( 24 4 c ¢ 





Ga 





a 


S. CENTRAL 
[nN 129 
la 

Miss 


W.S. CENTRAL 


Ark 








Okla 31 36 y “4 
= 4 194 12 13 16 16 
Tex 10 76 4é 24 1 






















MOUNTAIN 
Mont 13 4 
idaho 6 


N 
vvy 





PACIFIC 


Wast 49 21 y 
Oreg 81 YS 11 10 N N 3 8 14 1 
Calif 461 422 47 58 47 AC 6% 49 51 60 
Alaska 8 6 1 é 
c 4 4 r Nj 
4 € ‘ 4 


Hawai 


Guam 











PR 4( 133 

A 

Amer. Samoa U U U U L U U U U U 
C.N.M.1 U U U U U 
N: Not notifiable U: Unavailable No reported cases 







* Incidence data for reporting years 2002 and 2003 are provisional and Cumulative (year to-date 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending September 6, 2003, and September 7, 2002 


(36th Week)* 





Reporting area 


Malaria 


Meningococcal 
disease 


Pertussis 


Rabies, animal 


Rocky Mountain 
spotted fever 








Cum. 


2002 


Cum. 
2003 





Cum | 





Cum. 
2003 


2002 


Cum. 





Cum. Cum. 
2003 2002 





Cum. Cum. 
2003 2002 





JINITED STATES 


NEW ENGLAND 


Maine 


MID. ATLANTIC 
Upstate N.Y 


t 
( 


Mawa 

2UalrT 

PR 

Amer. Samoa 
C.N.M.1 


Cum 
2003 


6¢€ 


) 


2002 


142 3 


4,534 


489 
1 


2 


662 


457 678 





N: Not notifiable 
* Incidence data for 


reporting 
eporting 


U: Unavailable 


y 


f 


] 


ears 2002 and 200 3 


are provisional 


reported cases 


ative (year-to-date) 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending September 6, 2003, and September 7, 2002 


(36th Week)* 





Saimonellosis 


Shigellosis 


Streptococcal disease, 
invasive, group A 


Streptococcus pneumoniae, invasive 





Drug resistant, 
all ages Age <5 years 








Reporting area 2003 2002 


Cum. Cum. 





Cum. Cum. 


2003 2002 





Cum. Cum. 
2003 2002 





Cum. Cum. Cum. Cum 
2003 2002 2003 2002 











UNITED STATES 24,32 


NEW ENGLAND 1.4 
Maine 
N H 


‘ 


ASS 


t 
RI 
( 


MID. ATLANTIC 
state N.Y 
A ~ + 


Ur 
N.Y. City 


iu 
PR 
VI 
Amer. Samoa 


C.N.M.1 


3,429 





N: Not notifiable U: Unavailable 
* Incidence data for reporting years 2002 a 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending September 6, 2003, and September 7, 2002 


(36th Week)’ 





Reporting area 


Syphilis 





Primary & secondary 


Cong 


enital 


Tuberculosis 


Typhoid fever 


Varicella 
(Chickenpox) 








Cum Cum 





Cum. 





Cum. 
2002 





Cum 


Cum. 





Cum. Cum. 


2003 2002 





Cum. 
2003 





UNITED STATE 


NEW ENGLAND 


Maine 
N.H 


MOUNTAIN 


Mont 


Alaska 
Hawa 


Guar 

PR 

Amer. Sarr 
C.N.M.1 


2003 


2002 


2003 


286 


2003 2002 


8.681 


181 213 


10 


8.441 
1,264 


640 


496 
1 





N: Not notifiable 


" Incidence data f 


U: Unavailable 


years 


cumulative (year-to-date) 
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TABLE Ill. Deaths in 122 U.S. cities," week ending September 6, 2003 (36th Week) 





All causes, by age (years) 


All causes, by age (years) 





All 


Reporting Area Ages 45-64 | 25-44] 1-24 





<1 


P&l' 
Total 








Reporting Area >65 45-64 | 25-44 | 1-24 


<1 





NEW ENGLAND 48: 46 104 
Mass 138 
yeport 


vamobdrnidc 


Hartford 
Mass 


Mass 


Lowell 
Lyne 


Mass 


nr 


Jew Bedford 
nw Haven, C 
vidence, R.I 


CENTRAL 





ATLANTIC 


Wilmington 


ve 


E.S. CENTRAL 
Birmingh 


am. Alz 
Cnhattan 


ANOXV 


f f 
VaSiivi 


W.S. CENTRAL 
tin, Tex 
Baton Rouge 
Corpus Christ 


Dallas, Tex 


Ft 


Ange 
asadena 
Portland 
Sacrament 


Diea 





No reporte 


y data in this table are voluntarily reported from 122 cities 
ccurrence and by the week that the death certificate was filed 

Pneumonia and influenza 

Because of changes in reporting methods in 


Total includes unknown 


this Pennsylvania city 
ages 


nthe 


Fetal 


United 


Jeatns are 


these numbe 


) 


¢ 


partia 


ave populations of 


uded 


ounts for the current week. Complete counts will be available 
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